in that he did not think the patient had done well. He had had over forty applications, and he (Dr. Thomson) had never seen an epiglottis so resistant as this. It was a very chronic case, and one of the kind which he suggested might be called lupoid tuberculosis, because the usual tuberculous epiglottis did not last over two years without causing distinct distress, whereas this patient had no distinct discomfort in swallowing, and there was very little phlegm. He asked Dr. Donelan if he applied the cautery at almost white heat, and if he burnt down as far as it would go until it reached healthy tissue. If that had been done, he thought that the epiglottis would have cicatrized and shrivelled up and been reduced to a non-ulcerating stump in six or possibly in three months.
Dr. WATSON-WILLIAMS suggested that if tuberculin was tried it should be "P.T.O." first. But he thought that a very satisfactory way of dealing with this patient's epiglottis would be to remove it en masse.
Dr. DUNDAS GRANT said that if the patient had any definite discomfort, it was a case on a par with those which Mr. Hett described at Birmingham,' and the epiglottis might be removed. But he thought it would be a pity to risk bringing on any reaction, as he was going on so well.
Dr. DONELAN, in reply, said he proposed to carry out the President's suggestion of applying the cautery nearly white hot and burning down deeply, if the patient would consent. At present there were very few tubercle bacilli in the sputum, and the lungs were going on well. Three months ago, however, a tiny point was evident on the left side of the epiglottis. The thickening now seen appeared to consist almost entirely of cicatricial tissue.
Multiple Sinusitis in a Woman, aged 45.
PATIENT suffered from left intranasal suppuration following influenza. Admitted to Italian Hospital in October, 1907. Anterior portion of left middle turbinal removed. As no improvement followed, in November the left maxillary antrum was opened by the angular trocar and chisels shown. Recovered completely and kept well until autumn of 1909, when she again got influenza with marked inflammation, apparently of all the left sinuses. The frontal was opened in October, 1909, and with the fronto-ethmoidal and ethmoidal cells was curetted and drained by Killian's method.
Patient remained well through the winter, but in the spring of 1910 had renewed frontal inflanmmation. The sinus was fully opened again and drained, and in replacing the periosteum it was laid into the cavity. Several ethmoidal cells were dealt with on this occasion and at several sittings under local ancesthesia. Patient remained apparently quite well until September, last year, when she again suffered from severe pain in the brow and intermittent discharge from the fronto-nasal duct. An incision was made again through the left eyebrow, but as the frontal sinus was found obliterated by solid bone at a depth of 7 mm., the reopening was abandoned. The pain, which was probably due to implication of the supra-orbital nerve in the cicatrix, ceased, and the intranasal discharge stopped soon after the fronto-nasal duct was cleared of granulations. A few ethmoidal cells were curetted in September, 1910, and the patient has now remained quite well (but for a cold caught a few days ago) for over twelve months.
Dr. DONELAN explained that the chief point in the case was that the frontal sinus was opened three times, twice fully. At the second operation the periosteum was carefully turned in, and later the patient was admitted into the hospital on account of fresh symptoms. For a distance of 7 mm. it was filled with solid bone, and the case was like one in which the mastoid was almost completely renewed by re-growth of bone after operation. He had not had a skiagram taken, but judging by the resistance to the hammer and chisel, so far as it had been traversed, it seemed probable that it was solid. The patient had made an excellent recovery. Dr. Purves Stewart's and exhibitor's report of the condition of the patient is as follows: Optic disks practically normal. Right-sided ptosis with severe external ophthalmoplegia of the right eye, but not complete.
